Sections of Ophthalmology and Laryngology lv experience in this respect has been, that where an injury took place below the level of the lachrymal sac, thus cutting off the tear drtct, there
is suppuration in the sac above. And the treatment was much more satisfactory in cases of that type than in those in which the sac was directly injured: by short-circuiting the sac into the nose the result was satisfactory. In cases. however, in which the damage to the sac involved broken bone the results were far less satisfactory. Where it was extensively destroyed, as in some of Mr. Hett's cases, one had not to deal with the sac at all; one closed the wound in, as far as possible, and there would be some overflow of tears from the sac if the eye were lost, or if the eye remained there would be epiphora. There is an interesting group of cases of epiphora in which, under ordinary circumstances, there is not much trouble, but when the patient is out in the wind, playing games or motoring, the tears overflow and are a cause of inconvenience. I think these cases are due to hypertrophy of the inferior turbinate, that when the patient is exposed to winds the turbinate gets engorged and presses on the lower end of the tear duct, and the duct is unable to carry off the extra tears produced by the irritation of the wind. The treatment for such a case is not the cautery, as some recommend, but removal of a certain amount of soft tissue from the lower border of the inferior turbinate, so that when that is exposed to climatic influence, it will not get engorged and exert pressure upon the tear duct.
Mr. G. H. POOLEY (Sheffield).
Referring to some points which have not been mentioned by those who opened this discussion:
(1) Among the inflammatory conditions, orbital cellulitis is frequently due to an extension of inflammatory trouble from the superior ethmoidal or lachrymo-ethmoidal cells. -In the latter case there is frequently a localized abscess in the orbit, closely resembling an acute dacryocystitis.
In children orbital cellulitis is often due to a patch of osteomyelitis in the ethmoid or frontal region; other patches are found elsewhere, for instance, on the hard palate. These cases frequently die. The best treatment for them is free incision, and the free use of a sharp spoon.
(2) New growths. Sarcomata commencing in the ethmoid or maxilla may invade the orbit. In one case I removed the whole bony orbit, except for the base of 'the skull, the upper jaw having been removed by my colleague, Mr. Kerr. The patient recovered and lived for some Ivi Pooley: Diseases affecting Orbit and Accessory Sinuses time, but I have lost sight of the case. Ivory exostoses of the frontal bone are hard to diagnose; they can be removed with a chisel, but require time and patience-while the large and less dense osteomata of the ethmoidal region have very-small pedicles, and are more easily dealt with, particularly if the outer wall of the orbit is turned outwards as an osteoplastic flap, so that the eye can be displaced outwards.
Of gunshot wounds of the orbit, I have seen a great many in the later stages. A great deal can be done to relieve the grosser deformities by the use of skin flaps and the implantation of cartilage and fat. The more one tries, the more one finds one can do, and there are but few cases in which something cannot be done.
In reference to defective vision due to nasal conditions, my experience is that this is due either to pressure on the optic nerve, or to toxic influence on the retinal cells. There are three classes of cases:
The first class, due to pressure only, is well illustrated by one of the two cases of distension of the maxillary antrum causing pressure on the optic nerve at the optic foramen, published by Mr. G. Wilkinson and myself. In this case, which is published in the Ophthalmic Review, xxxii, p. 130, complete and total loss of sight, even Qf perception of light, took place suddenly. There was no optic neuritis to be seen, and recovery was complete, after the relief of the condition by operation. I saw this patient five years later for another condition, and the good result had been maintained. She saw 6, and had a full field of vision.
In the second class, there is some pressure on the optic nerve, and some extension of inflammatory' changes to it, probably where the optic nerve is embedded in the sphenoid. In these cases there is definite optic neuritis, but removal of the inflammatory focus in the nose relieves the condition. If this is not done soon enough some optic atrophy takes place.
In the third class of cases, the condition is exactly similar to the other toxic amblyopias, such as those due to tobacto, &c., althoiugh the condition is a grosser one and causes optic atrophy if not relieved. The toxic material acts on the nerve cells at the macula, and the nose is one of the commonest sites for the manufacture of this toxin, so much so that all cases of this kind should be investigated by a nasal surgeon, who should, if there be any doubt,' remove the superior turbinal to ensure free ventilation. After this, I have seen very marked improvement take place. But most of the other mucous membranes, such as that of the large intestine, can also manufacture a toxin which has the same effect.
